One criterium common to all DSM categories is that symptoms must cause a clinically significant impairment in functioning ([@bib0005]). However, functioning tends to be measured on an abstracted level (e.g., through assessing general working ability or satisfaction with working capacity; [@bib0120]). Information about how daily routines are implemented or stymied are usually measured retrospectively, while information assessed in a real-time fashion in participants' natural environment is largely missing. As a result, little systematic knowledge exists about the daily lives of patients as they present for treatment ([@bib0145]). Patients' everyday lives are assumed to be distinguishable from individuals without a diagnosis. The omnipresence of the impairment in functioning across all DSM categories merits investigating a broad swath of diagnoses. For example, patients diagnosed with obsessive-compulsive disorder spend a substantial amount of time engaging in obsessions and compulsions (e.g., hand washing, ordering, checking) or patients diagnosed with depression who feel worthless or guilty often contribute to impairment in social, occupational, or other important areas of functioning ([@bib0075]). Another example are patients diagnosed with agoraphobia, who avoid places or situations from which escape might be difficult or embarrassing or in which help may not be available ([@bib0005]), thereby restricting their travel possibilities. Whereas symptoms capture part of the impairment, they do not inform about factors that exacerbate the functional impairment nor do they indicate when and how they are able to successfully navigate through daily life.

Investigating patients' everyday life also has clinical implications. Daily life is impacted by adverse life events (such as death of a loved one or romantic breakups), which have been related to more depressive symptoms ([@bib0070]). For example, a divorce can lead to social bonds being lost. Loss of social bonds, in turn, affects daily life and, in more severe cases, also daily functioning ([@bib0070]). Therefore, regardless of whether stressors occur daily or as major life events, actively engaging in values may have a pivotal effect on subsequent suffering ([@bib0040]).

However, perceiving something as important and acting or behaving in the direction of that value are two different things. In order to properly assess such behaviors, it is important to capture both the activities patients' value and whether they actually engage in such activities. Behaviors that are connected to goals and values are positively associated with social functioning ([@bib0085]). In patients there is an observable discrepancy between values and behavior ([@bib0025], [@bib0060]). In the Acceptance and Commitment Therapy (ACT)-literature, such a discrepancy has been shown to contribute to lower levels of well-being ([@bib0050], [@bib0055]). Increasing values-consistent behavior (i.e., behavior that is consistent with one's values) precedes reductions in suffering in outpatients with panic disorder ([@bib0040]). However, which factors are associated with increased behavior connected to goals and values remains an open question. Current instruments attempting to capture the congruence between values and behavior correspond to a very specific time point in life ([@bib0065]), or collect data in a retrospective fashion ([@bib0155]). Therefore, concerns regarding biases introduced by retrospective recall are raised ([@bib0110]), while the question about what is important to patients in their everyday life, and whether there is a difference between in- and outpatients, remains open.

When investigating patients' daily lives, it is important to capture the context in which they are acting. One of the most important contexts for humans is the social context (e.g., with a close friend or family member, in a group of strangers, alone, etc.; e.g., [@bib0115]). The social context is important regarding our health and well-being. For instance, social interaction had a motivating effect on participants, which were then more likely to continue exercising ([@bib0095]). The social context is especially important to examine in inpatient treatment as it likely differs from outpatient treatment. Inpatients usually stay in the hospital for at least one night, are more dependent on nursing care ([@bib0020]), and are potentially in contact with other fellow patients. Outpatients depend less and have less contact with medical and nursing care, and spend less time in the health care setting. A hospital's social environment likely has different relevance for inpatients and outpatients ([@bib0020]). It is thus essential to consider the treatment setting to account for differing social contexts the patients are in. While patients may already live in a specific daily social context, inpatients in particular may form a new form of social context, specific to their treatment. Outpatients might more or less stay in their specific social context of their daily life. More research is needed to better understand the mechanisms that influence a patient and their social context.

To answer the questions of what in- and outpatients value in their everyday life, what significance daily social interactions have, and what increases the probability that things people value translate into actual values-consistent behavior, it is necessary to understand patients' behavior in their natural environment as opposed to in the laboratory or by asking them to think about across several months and estimate an average ([@bib0090]). Event Sampling Methodology (ESM) allows precisely this examination.

The present paper's aim is to investigate the everyday life of in- and outpatients and the importance of daily behaviors and, more specifically, whether daily social (i.e., with other people) or non-social (i.e., without other people) behaviors impacted their values-consistent behavior. For the sake of clarity and brevity, we will henceforth use the term "consistent behavior" when referring to "values-consistent behavior".

Towards this aim, we explored four research questions. First, in- and outpatients would report different probabilities of engagement in life areas (e.g. work, hobby, relaxing etc.) important to them (research question 1). Second, in- and outpatients would report different probabilities of consistent behavior (research question 2). Third, patients would show consistent behavior more frequently the more important the value domain was to them (research question 3a), and this would differ between in- and outpatients (research question 3b). Fourth, patients would show consistent behavior more frequently if the valued domain was social (research question 4a), and this would differ between in- and outpatients (research question 4a).

Method {#sec0005}
======

Participants {#sec0010}
------------

Participants (inpatients, *n* = 57; outpatients, *n* = 43) were recruited from two specialized clinics (inpatient and outpatient) from ongoing intake procedures. The mean age across the whole sample was 34.45 years (*SD* = 11.88, range: 18 to 65 years), and 48% of the participants were female. The mean age for the inpatients was 33.51 years (*SD* = 10.82, range: 18 to 65 years), and 42.11% of the participants were female. The mean age for the outpatients was 35.80 years (*SD* = 13.14, range: 18 to 64 years), and 55.81% of the participants were female. Participants represent a subset of patients recruited for a larger ongoing study on transdiagnostic treatment non-responding patients (see [@bib0135]). Inclusion criteria were: Minimum 18 years of age, ability to speak German sufficiently, present for therapy and ability to attend sessions, and signing an informed consent statement. Exclusion criteria were acute suicidal intent, acute substance dependency, active mania, previous experience with ACT, and inability to read or complete assessments. Otherwise all diagnoses were included ([@bib0135]). Participants presented with the following disorders: Affective disorders (35.45%), phobias and other anxiety disorders (37.79%), obsessive-compulsive disorders (13.30%), somatoform disorders (6.43%), impulse control disorders (3.97%), and attention deficit hyperactivity disorder (0.94%). When participants entered the clinic, medication was optimized when necessary, as determined by the attending physician in consideration of patient preference.

Instruments and procedure {#sec0015}
-------------------------

This study reports on a seven-day phase of Event Sampling Methodology (ESM) from an overarching clinical trial. Participants completed informed consent procedures during the first week of treatment before data collection. During this first week, participants entered a seven-day phase of ESM, for which participants carried a study-issued smartphone. They kept the smartphone for seven days, after which they handed it back to the study personnel. The study was approved by the Ethics Committee of northwestern and central Switzerland (Ethikkommission Nordwest- und Zentralschweiz; EKNZ): Project 2165/13. For more details on the exact procedure, please see [@bib0135].

Event Sampling Methodology (ESM) {#sec0020}
--------------------------------

Understanding participants' social behavior requires collecting data in participants' natural environment. Implementing ESM through usage of a smartphone allows the examination of patients' daily life, including the assessment of moods, thoughts, symptoms or behaviors, environmental and social contexts, all of which change over time. Thus, ecologically valid data can be collected in a real-time fashion while capturing dynamic changes of variables. Since human memory is subject to recall bias, ESM also reduces the effect of recall bias through real-time data collection ([@bib0045], [@bib0090], [@bib0110]).

Assessment {#sec0025}
----------

All participants completed the Structured Clinical Interview for DSM-IV Axis I Disorders (SCID; [@bib0160]) to determine diagnostic status at the beginning of treatment. We used the SCID-I (current diagnosis), which has moderate to excellent values for reliability and validity ([@bib0030], [@bib0080]). Diagnoses were also rated on the Anxiety Disorders Interview Schedule (ADIS) severity rating scale ([@bib0015]). The diagnosis with the highest severity score was defined as the primary diagnosis.

ESM data were collected six times a day using signal-contingent ESM on the smartphone every three hours (e.g., 8am, 11am, 2 pm, 5 pm, 8 pm, and 11 pm). ESM data collection was adjusted based on individual daily parameters of patients (e.g., waking time of participants, fixed breaks at work etc.). Participants responded to items on the smartphone with regard to multiple aspects of their behavior: First, they were asked about their plans and intentions ("What is the most important thing you are going to do in the next three hours?"), and asked to categorize it into one of the following value domains: Working/studying, commute, media usage, interacting with family, interacting with others, being alone/bored, household, hobby (except physical activity), physical activity, eating/drinking, or enjoying/relaxing. Participants could choose only one domain, therefore choosing none or more than one was not possible.

Second, in the next questionnaire three hours later, they were asked about their past behavior ("What was most important to you in the last three hours?") and asked to categorize it into the same previously mentioned domains. This item was not included in the morning questionnaire. The degree to which the planned and past behavior occurred in the same domain was the basis for the categorization of consistent vs. inconsistent behavior. For example, assuming the implementation of ESM at 8am, 11am, 2 pm, 5 pm, 8 pm, and 11 pm, each questionnaire was paired with the following questionnaire to compare the domains in which the planned and past behavior had occurred (e.g., 8am was compared to 11am, 11am was compared to 2 pm, etc.). Consequently, only the 8am questionnaire was not comparable to a preceding questionnaire, and the 11 pm questionnaire was not comparable to a following questionnaire because in both cases patients were assumed to be asleep.

Third, they were asked about the importance of the past valued behavior: "To what degree did you really want to spend your time like this?" and "To what degree does this behavior correspond to the way you want to live your life?", both on a scale from 0-100 (*not at all* to *very much*). Further, some behavior happens in a social context (i.e., in interaction with other people) and some behavior happens outside of a social context (i.e., without interaction with other people). We subsequently dichotomized value domains into "social domains" vs. "non-social domains" to investigate patients' consistent behavior in social vs non-social contexts. Social domains included Working/studying, interacting with family, interacting with others, and eating/drinking. Non-social domains included the remaining domains, i.e., commute, media usage, being alone/bored, household, hobby (except physical activity), physical activity, and enjoying/relaxing. Examples that were listed by patients included the following: therapy or working in the laboratory (working/studying), going to the clinic or going home (commute), watch TV or listen to music (media usage), talking to the brother or playing with the son (interacting with family), arguing for my rights or make small talk over breakfast (interacting with others), waiting or feeling lonely (being alone/bored), tidying up or grocery shopping (household), reading or playing an instrument (hobby \[except physical activity\], going jogging or going for a walk (physical activity), eating dinner or drinking tea (eating/drinking), and sleeping or lazing around (enjoying/relaxing).

Statistical analysis {#sec0030}
--------------------

Data collected from ESM studies are repeated measures with interdependent observations of data nested within individuals. Data was included in the analyses if a participant answered more than 50% of the smartphone reminders. Twenty two participants completed less than 50% of ESM time points and were therefore removed from the data set. In consideration of the structure of the data, binomial Generalized Linear Mixed Models (GLMMs) were implemented for all research questions. For research question 1 (i.e., in- and outpatients would report different frequencies of engagement in life areas important to them), a GLMM was set up for each individual domain, resulting in 11 models, with treatment setting as the predictor. The outcome for research questions 3a and 4a was defined as consistent behavior, while the predictors were importance of the domain (research question 3a, patients would show consistent behavior more frequently the more important the value domain was to them) or social or non-social context of the domain (research question 4a, patients would show consistent behavior more frequently if the value domain was social). Treatment setting was included in these models as an additional predictor, but not as an interaction term (research question 2). Interaction effects between importance of the domain and treatment setting (research question 3b, there would be differences between in- and outpatients with respect to the relationship between consistent behavior and the importance of the domain) and social or non-social context of the domain and treatment setting (research question 4b, there would be differences between in- and outpatients with respect to the relationship between consistent behavior and social or non-social context of the domain) were calculated in separate models. GLMMs contained a random intercept to account for the dependency among repeated measures.

Results {#sec0035}
=======

Overall, retained participants responded to 83.87% of queried assessments. The average importance attached to the behavior was 71.95 for inpatients and 70.13 for outpatients (on a scale from 0-100), which did not differ between groups (*OR* = 0.99, *p* = .86, 95% *CI*, \[0.86, 1.14\]). Inpatients and outpatients did not differ in terms of age (*OR* = 0.98, *p* = .86, 95% *CI*, \[0.80, 1.20\]) or sex (*OR* = 1.86, *p* = .76, 95% *CI*, \[0.03, 96.63\]). For research question 1, we compared the probabilities of each domain between the two groups. Frequencies for each domain for inpatients and outpatients can be found in [Table 1](#tbl0005){ref-type="table"}. Results indicated that inpatients reported interacting with others and physical activity with significantly higher probability than outpatients. Outpatients reported Working/studying, and media usage significantly more often than inpatients. Enjoying/relaxing was rated as marginally more important for inpatients, and household was rated as marginally more important for outpatients.Table 1Average probability (across the week) of participants' most important value domain reported per 3-h time window, by in- and outpatients.Table 1Probability (%)Treatment setting (Inpatient = 1; Outpatient = 2)Value DomainInpatientOutpatientOR (95% CI)*p*Working/studying4.9524.590.08 (0.04, 0.19)\< .00\*\*\*Commute4.464.790.90 (0.54, 1.53).71Media usage3.505.890.55 (0.31, 0.97).04\*Interacting with family7.977.830.89 (0.53, 1.47).64Interacting with others25.8911.053.19 (2.13, 4.77)\< .00\*\*\*Being alone/bored2.952.121.67 (0.70, 4.01).25Household6.188.840.68 (0.42, 1.08).09Hobby (excluding exercise)5.014.050.72 (0.32, 1.62).43Physical activity7.974.602.23 (1.15, 4.34).01\*Eating/drinking8.927.921.11 (0.68, 1.83).68Enjoying/relaxing22.1818.321.41 (0.97, 2.05).06[^1]

Results for research question 3a indicated that more consistent behavior was shown if the domain was judged as more important. Further, outpatients generally reported behaving more consistently than inpatients, regardless of importance (research question 2). Research question 3b showed that the interaction between importance and treatment setting (inpatients) was significant. This suggests that though for both groups the probability of consistent behavior increased if the importance of that domain increased, it did even more so for the inpatients. Results for research questions 2, 3a, and 3b can be found in [Table 2](#tbl0010){ref-type="table"} and [Figure 1](#fig0005){ref-type="fig"}.Table 2Values-consistent behavior as a function of importance, treatment setting, social context, and their interactions.Table 2Values-consistent behaviorPredictorsOR (95% CI)*p*RQ 2Tx setting0.61 (0.46, 0.81)\< .00\*\*\*RQ 3aImportance1.31 (1.10, 1.59).003\*\*RQ 3bImportance x tx setting1.43 (1.02, 2.00).04\*RQ 4aNon-social vs social1.77 (1.31, 2.39)\< .00\*\*\*RQ 4bSocial vs non-social x tx setting0.47 (0.32, 0.71)\< .00\*\*\*[^2]Figure 1Association between importance of the value domain (standardized) and probability of values-consistent behavior in the two treatment settings inpatients and outpatients.Figure 1

Research question 4a examined whether the patients' consistent behavior was related to the (social vs. non-social) context of the domain. Research question 4b investigated whether the patients' consistent behavior was related to the treatment setting, or to the interaction between social vs non-social domains and treatment setting. Results for research question 4a indicated that more consistent behavior was shown if the domain was social. Results for research question 4a suggest a significant interaction between the context of the domain and treatment setting (outpatients). This suggests that though for both groups the probability of consistent behavior increased if the domain was social, it did even more so for the outpatients. Results for research questions 4a and 4b can be found in [Table 2](#tbl0010){ref-type="table"} and [Figure 2](#fig0010){ref-type="fig"}.Figure 2Probability of values-consistent behavior by treatment setting (inpatients or outpatients) and context of the value domain (social vs non-social).Figure 2

Discussion {#sec0040}
==========

This study examined the everyday life of in- and outpatients. More specifically, we examined whether the importance participants attached to an activity, and the (social or non-social) context of an activity impacted the extent to which they exhibited values-consistent behavior. The results suggest three main findings. First, in- and outpatients value different areas of life during the beginning of treatment. Second, more consistent behavior was shown in both groups the more important the domain was to the patients. Outpatients generally showed higher levels of consistent behavior than the inpatients. However, at higher levels of importance of a domain, the probability of consistent behavior increased significantly for the inpatients. Third, the context of the domain (social vs. non-social) proved to be important: The probability of consistent behavior was higher in social than in non-social domains. This was especially important for outpatients: If the domain was social, the probability of consistent behavior increased significantly for the outpatients.

Value domains and treatment setting {#sec0045}
-----------------------------------

Several reasons may account for inpatients reporting that interacting with others, exercise, and (marginally) relaxing and enjoying their time as being important more often than outpatients. While this might reflect their real values, it might also be a function of their social context. First, inpatients experience social isolation and low social support ([@bib0035]). Thus, the possibility of interacting with others regularly in the clinic may become an essential part of their daily life. Note that inpatients reported specific importance for interacting with others, and not with family. Inpatients living in the same clinic usually spend the majority of the day together. Our result reflects that this time spent together indeed is important for inpatients -- even though it does not always seem to be. Alternately, it may reflect the change in social interactions experienced when patients check in to an inpatient hospital. Second, the fact that inpatients attached more importance to exercising and enjoying/relaxing than outpatients might point to an increased awareness of the need of self-care. When inpatients neglect their self-care, this may include exercise or enjoying/relaxing. Being pulled out of one's usual environment and placed into a new daily environment, as in an inpatient setting, may also provide patients with more opportunities to practice self-care. Alternatively, inpatients may simply not have had as many opportunities to engage in domains that outpatients considered important. This may especially be relevant for working/studying.

Outpatients, on the other hand, valued working/studying, media usage, and (marginally) household tasks more often than the inpatients. That outpatients valued working/studying more than inpatients is not altogether surprising, since these patients usually work while being in psychotherapy, while inpatients do not. Yet, it may carry significance: Possibly attaching a strong value to one's work/school/studies is preventing outpatients from getting worse. It could be that engaging in something for more than 40 hours a week without valuing it, is the type of problem that might tip the balance from presenting for outpatient to presenting for inpatient treatment. Further, outpatients valued using media (such as TV or internet) more often than inpatients. This might have several reasons: First, 24.56% of our outpatients were diagnosed with an anxiety disorder. There is a positive association between media use and anxiety ([@bib0125]) and patients suffering from Social Anxiety or Major Depressive Disorder engage significantly more often in social interactions via their phones, compared to a control group ([@bib0130]). Thus, this high reporting of using media might be a manifestation of patients with an anxiety disorder. Second, outpatients might be using the internet to stay in touch with others. If outpatients have a lot of stressors in their life (e.g., running from A to B because of work/school/studies, running errands, doing chores etc.) using technology might facilitate social contact, both for social and practical purposes ([@bib0010]). For inpatients, this need might arise less, either because of a strong focus on oneself and one's disorder or because of social isolation. Household tasks might have been important for outpatients because they felt it needed to be done or because they derived satisfaction from getting things done. Considering the present results, clinicians might want to examine patients' values and value domains and incorporate those into the clinical work. Working on the patients' personal and deeply held values might increase the patients' motivation for therapy and aid them to lead a more fulfilling life ([@bib0055]).

Being consistent when things get important {#sec0050}
------------------------------------------

In this study, outpatients generally reported behaving more consistent than inpatients (regardless of importance). For inpatients, increased consistent behavior was related to an increase in the importance of the domain. One reason for these relationships might be that, possibly due to more severe symptoms, inpatients focus more strongly on some behaviors, which might not include values-consistent ones. More severe symptoms might in fact hinder patients from even knowing what is important to them, let alone behaving consistently to values. Clinicians might want to consider investigating patients' values and find the ones that are most important, especially with inpatients. Increasing valued behaviors has been shown to precede reduction in suffering ([@bib0040]). Attempting to increase values-consistent behavior could initially be focused on those most important values first to reduce suffering more efficiently.

Being consistent when things get social {#sec0055}
---------------------------------------

Consistent with our expectations, social domains were associated with more consistent behavior across both groups. For the outpatients, social domains were associated with increased consistent behavior. This is consistent with previous cross-sectional research, which found patients' valued behaviors in social domains to be judged as more important and more valued than in non-social domains ([@bib0150]). The present result based on fine-grained ESM data collected every three hours extends this finding into patients' everyday lives. The replicability of the importance of social domains across data sets and data collection methods suggests a salient target for research and therapy.

The positive association between consistent behavior and social domains found in outpatients might have several reasons: First, outpatients tend to have more social contact than inpatients ([@bib0035]), and therefore more opportunities to experience social domains as important. Due to possibly less severe symptoms they might also have more opportunities to behave in consistency with their values. Second, in order to be considered a functioning individual in today's society, some participation in social life is usually expected. Thus, social desirability (i.e., a tendency to respond in a way that corresponds with current social norms and standards; [@bib0105]) might render social domains more important to outpatients. Third, outpatients might be able to better differentiate what is important to them than inpatients. Additionally, as an outpatient, one may also simply have more capacity for social matters. Clinicians might want to examine patients' values and find the ones that are embedded in a social context. Initially focusing on social domains can possibly increase values-consistent behavior in outpatients, which in turn might aid to reduce suffering ([@bib0040]). Our results further underscore the importance of group therapy. Group therapy has been shown to be an effective approach for treatment, with patients reporting to be satisfied with the treatment (e.g., [@bib0140]), and treatment effects persisting or improving over a 12-month follow-up ([@bib0140]). Our results suggest that social value domains were associated with more behavior that is consistent to what one values, and it is possible that this association may underlie treatment satisfaction and persistence of treatment effects. Our results also suggest transdiagnostic relevance, similar to unwanted mental intrusions, which were shown to be of importance cross-culturally and transdiagnostically ([@bib0100]). This makes the group setting an even more effective approach, since it can possibly be implemented across different diagnoses.

Limitations {#sec0060}
-----------

The present study had four main limitations. First, ESM is a self-report measure and as such relies on reports of participants, rather than observations of participants. However, it is considered the current gold standard for data collection in people's daily life, and due to the fine-grained information captured is considered a more accurate measure of real-life behavior than questionnaires alone ([@bib0090]). Second, categorizing value domains into social vs non-social is complex, because some domains might be social in some cases and non-social in others. For instance, working could happen both in a social or in a non-social context, depending on the job itself, the participant's position within a company or institution, and the company or institution itself (e.g. somebody who works predominantly alone in a library vs somebody who works predominantly in interaction with others as a waiter in a restaurant). Eating/drinking, hobby, physical activity, and enjoying/relaxing might for some people happen more often in the presence of other people while others prefer to do these things alone, thus, for them they happen in a more non-social context. Future research might consider adding more items so participants categorize behaviors into social and non-social themselves, and items to investigate what factors determine whether behavior happens in a social or non-social context. Nonetheless, because the previous categorization of a valued behavior into one of eleven general categories was done by the patients themselves, we can still more accurately depict the experience of patients in their everyday naturalistic environment, than if we had categorized the behaviors. Third, participants reported on what was important to them and what will be important to them. Yet, we could not verify that they actually did what they reported. To verify whether consistent behavior was really carried out, future research must establish a verification process that considers participants' personal privacy. Fourth, although the overarching study collected variables with the intent to examine values, behavioral consistency, and social context in a transdiagnostic group of patients, the patients were not randomized across the exploratory research questions. As such, appropriate caution should be made in the interpretation of the results.

Conclusion {#sec0065}
==========

This study provides new insights into the everyday life of in- and outpatients, their values, how important daily social interactions are to them, and what contributes to values-consistent behavior. To our knowledge, this is the first study to investigate these aspects in a sample of transdiagnostic in- and outpatients, using state-of-the-art ESM. Clinical implications of this study include closer examination of patients' values: Especially important and social domains might merit special consideration by the clinician. Focusing on these in clinical work might increase patients' values-consistent behavior, which might be followed by a reduction in suffering ([@bib0040]) and enabling the patients to lead a more fulfilling life. Overall, this study adds to the current knowledge of how the daily life of in- and outpatients might contribute to mechanisms that maintain or alleviate their suffering.
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[^1]: *Note*: \**p* \< .05. \*\**p* \< .01. \*\*\**p* \< .001; OR: Odds ratio; CI: Confidence interval. Based on n = 2542.

[^2]: *Note*: \**p* \< .05. \*\**p* \< .01. \*\*\**p* \< .001; tx setting: Treatment setting; OR: Odds ratio; CI: Confidence interval. RQ: Research question; RQ 2: Research question 2; RQ 2a: Research question 2a; RQ 2b: Research question 2b; RQ 3a: Research question 3a; RQ 3b: Research question 3b.
